The great difference in the blood-pressure in the two arms is curious. It may possibly be explained by reference to the case from which a specimen is about to be described.
Coarctation of the adult type, where there is a constriction as a rule just below the point of entry of the ductus arteriosus, is by no means incompatible with long and active life. Then arises a large left subclavian artery, with very large branches. Then from the back of the aorta, just above the coarctation there is a large vessel, nearly as large as the aorta which runs to the right behind the cesophagus and supplies the right arm, taking the place of the right subelavian ( fig. 3 ). The branches of the thyroid axis and the internal mammary arteries were very large on both sides, as were also the long thoracic and posterior scapular. Associated abnormalities: Infantilism, minute ovaries and infantile bicornute uterus; osteitis deformans of right tibia and skull.
The obliteration of the aorta just below the junction of the ductus arteriosus is characteristic of the adult type of the deformity. Although extensive abnormalities of the rest of the arch and great vessels are commonest in the infantile type, yet they are not very rare in the other.
In this case the anomalous vessel is similar to that reported by Faweettl. It has been suggested by Maude Abbott2 that in this instance the proximal part of the fourth primitive arch on the right side is missing, for it should form the subelavian artery.
With such an anomaly it is possible that the weak right pulse in the case described above may be explained. Where the pulses are uneven the left is usually the weaker.
The presence of such anomalous vessels as the one described suggests that the coarctation of the aorta is not a mere extension of the post-natal obliteration of the ductus arteriosus into the aorta, but some more primitive fault in development, at any rate in some instances.
Dr. WILLIAM EVANS: It is important to recognize, in the first place, that a slight and gradual diminution of the calibre of the vessel at the aortic isthmus is a common finding in the newly-born, when examined at necropsy. This narrowing, which is associated with a patency of the ductus arteriosus, is corrected early in life and the arterial lumen widens as the obliteration of the ductus proceeds. This condition is to be regarded as a physiological one, and must not be included in the group to which Dr. East's two cases belong, in which the congenital anomaly exists in an accentuated and persistent form.
Bonnett's classification of these cases into " adult " and " infantile " type is not helpful in the diagnosis and differentiation of this condition during life. The terminology is also misleading, in that the " adult " type occurs in infants under two years old, while the " infantile " is not infrequently found in adults. It is possible to define three varieties according to the anatomical deformity present, and the recognition of these groups may help in the diagnosis of this condition during life.
I have recently studied seven cases which belong to Type I. In this group congenital stenosis of the aortic arch is associated with patency of the ductus arteriosus, and it differs from the physiological type in three important respects in that the constriction is more abrupt, is persistent and is usually associated with hypoplasia of the proximal portion of the aorta and correspondingly of the left ventricle. There is relative hypertrophy of the right ventricle ( fig. 1) . During life these are recognized as cases presenting patency of the ductus arteriosus, but the congenital aortic stenosis is usually only discovered at necropsy, as in such cases a collateral circulation does not become -established. I have also studied nine cases which belong to Type II, and Dr. East's two cases would fall into this group. In these, congenital stenosis of the aortic arch (and occasionally actual atresia) is associated with a closed ductus arteriosus. There is hypertrophy of the proximal-portion of the aorta and the left ventricle (fig. 2) . A collateral circulation becomes established. The brachial blood-pressure exceeds the femoral. The radial pulse wave often precedes the femoral. Radioscopy may show absence of the aortic knuckle to the left, prominence of the ascending aorta to the right, hypertrophy of the left ventricle and erosion of the lower border of the ribs by hypertrophied intercostal arteries. The abnormal artery in Dr. East's second case is the right subclavian which not infrequently assumes this origin and crosses behind the cesophagus to the right side.
In cases grouped as Type III, there is complete interruption of the aortic arch. It is a rare anomaly, but I have met with three cases. In such cases the pseudo-arterial arch is formed by the pulmonary artery and a widely patent ductus arteriosus which is continued into the descending thoracic aorta (fig. 3 ). The true aortic arch only carries blood for its brachio-cephalic branches.
An old Case of Pernicious Anamia.-F. PARKES WEBER, M.D. Mrs. L. W. (formerly L. P.), now aged 63i. I showed this patient under the heading " Enlargement of the Spleen and Liver with Pernicious Anamia," in April, 1908, at the Medical Society of London (Transactions, 1908, xxxi, p. 389) . The blood-count (January, 1908) had given: hmoglobin 18%; erythrocytes 900,000; colour-index 1 0; leucocytes 6,000 (eosinopbils 0*8%; basophils 0*4%; polymorphs 46-0%; lymphocytes 45 *6%; monocytes 7*2%); 8 megaloblasts and 16 normoblasts were seen during the count of 500 leucocytes; much poikilocytosis; anisocytosis; polychromasia; basophilia punctata; no myelocytes. " Fragility" of erythrocytes was very slightly, if at all, in excess of the normal. There was a sub-icteric tinge. The spleen reached almost to the anterior superior iliac spine, and the liver was somewhat enlarged. An ordinary test-breakfast showed absence of free bydrochloric acid. The treatment was by atoxyl, and an acid pepsin mixture with meals. The great improvement that ultimately took place was chiefly after the atoxyl treatment had been discontinued.
Afterwards I felt uncertain in regard to the diagnosis, but fifteen years later, in 1923, when the patient was suffering from an anemic relapse, I showed her at the
